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Abstract: 
Background and Objectives: Research in the United States tends to indicate that immigrants from 
most sociogeographic regions have considerably lower substance use disorder (SUD) rates than 
native born individuals. We aimed to analyze the differences between immigrants and native born 
population regarding substance abuse and dependence. This objective was approached using data 
from the ARACAT cross-sectional multicenter study in primary care settings of two different 
Spanish regions: Aragon and Catalonia. 
Methods: 3006 patients (1503 immigrants randomly selected and 1503 native born paired by age 
and gender) were interviewed using the Mini-International Neuropsychiatric Interview. 
Results: Reported substance abuse and dependence was more prevalent in native born population 
than immigrants (Alcohol abuse 5.1% vs. 2.6% p<.0001, Alcohol dependence 3.3% vs. 2.6% n.s., 
other abuse 3.4% vs. .4% p<.0001, other dependence .5% vs. 4.0% p<.0001). Large differences were 
detected among ethnic origins. Sociodemographic characteristics such as female gender, older age, 
higher level of education or stable housing (among others), were found to be protective against 
different SUDs. 
Conclusions and Scientific Significance: Immigrants have lower levels of alcohol and substance 
abuse, however, those that that do consume show higher levels of both comorbid mental disorders 
and problematic alcohol/substance use. It would appear to be the case that issues specific to 
immigrant cultures, such as extreme stigmatization of substance and alcohol use, may serve to 
promote social marginalization and inhibit treatment access. 
Keywords: Immigration, substance use disorder, drug consumption, alcohol consumption, 
epidemiology
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INTRODUCTION 
 
The relationship between immigration, culture, and substance abuse, as with most other psychiatric 
conditions, is complex. Research in the United States tends to indicate that immigrants from most 
sociogeographic regions have considerably lower substance and alcohol abuse rates than native born 
individuals 1–3 . It would appear that immigrants bring with them the prevalence rates from their 
region of origin, which, in general is lower than that found in Western Europe and North America 4,5. 
The bulk of research in the area of immigrant and substance and alcohol use has been carried out in 
the United States, and it is unclear to what extent the findings are generalizable to other countries. 
Spain, a country with a relatively recent immigration, on the one hand, and elevated levels of 
substance abuse on the other, can provide an interesting point of comparison. Primary care, 
particularly in countries that have very low threshold health care systems, is a first line entry point 
into the mental health and substance abuse treatment network 6. This may be particularly the case for 
immigrants who either are not aware of specialized drug treatment services, or, due to stigma 
associated with drug and sometimes alcohol use avoid being seen receiving substance abuse 
treatment. Thus it would also appear that primary care represents not only a potential screening site, 
but also a “safe” place for attending to substance or alcohol use problems, precisely because there is 
no stigma associated with primary care visits.  
 
To date, no studies have been identified which examine alcohol and substance use rates in 
immigrants attending primary care in Spain  or elsewhere. A few studies were identified that looked 
at ethnicity and substance abuse in primary care. One study carried out in New York City found that 
White Americans had a substance use disorder prevalence of 11.8%, followed by Black Americans 
(9.1%), Hispanic Americans (7.5%), and other ethnic group (5.3%). Immigration status was not 
specified 6. In a study carried out in Rhode Island, it was found that 14.3% Black women smoked 
marijuana during the previous month, followed by 10.8% of Whites, 7.7% of other ethnic group, and 
4.6% of Hispanics. No data was collected for men. A South African study found that 12.3% and 
12.9% of Blacks and Coloureds showed hazardous alcohol use respectively, and that 2.5% and 4.9% 
showed hazardous “other drug” use7.  
 
Research concerning substance use prevalence in different immigrant groups is sparse, particularly in 
the Spanish context. One study noted that more than half of the Latin American immigrant sample 
considered alcohol is easier to access and there are more occasions on which to drink in Spain than in 
their native countries. Relatedly, 37% reported drinking more in Spain than back home 8. Studies 
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carried out in the United States indicate that Mexican 2,9 immigrants have lower alcohol and drug use 
rates than their U.S. born counterparts. The same goes for Southeast Asians10,11  and Arab 
Americans12. There is some indication, however, that those few immigrants that do consume 
substances or alcohol show greater impairment in the form of elevated levels of dependence, abuse 
or dual diagnosis. The rates of highly problematic substance and alcohol use and dual diagnosis in 
drug and alcohol users are higher in the substance using immigrant populations relative to the native 
born population. This can be seen, for example, in that majority group members in the U.S. had 
significantly higher rates of past month alcohol use compared to Arab Americans, however, the two 
groups have the same rates of both binge and heavy alcohol use in the past month as measured by the 
Michigan Behavioral Risk Factor Survey 12. Another study found the proportion of excessive 
drinking and intoxication is higher in foreign-born Latinos, Asians, and Africans, relative to their 
native born counterparts13.  
 
Although all studies reviewed found that substance abuse levels are lower in foreign born 
populations, there are clear differences in research findings concerning dual diagnosis. A study of 
Latinos in the United States, as part of the National Latino and Asian American Survey (NLAAS) 
found that foreign born Latinos had lower levels of dual diagnosis 14.  Surveying data from the 
Collaborative Psychiatric Epidemiology Studies (CPES) of which the above NLAAS was a part, 
Mericle, Ta Park, Holck, & Arria15 found that, in general, Whites had higher levels of dual diagnosis 
than non-Whites, although Asians with a history of drug use disorders had a higher prevalence of 
dysthymia than Whites and Latinos, and a higher prevalence of panic disorder than Whites. On the 
other hand, the National Epidemiological Survey and Alcohol and Related Conditions  found that 
dual diagnosis was elevated amongst ethnic minority groups16, and a study carried out in Great 
Britain found higher levels of dual diagnosis in immigrants who than in native British 17. The 
objective of this study is to explore differences in alcohol and substance use and abuse in immigrant 
versus non-immigrant populations on the one hand, and between immigrant groups on the other. 
Drawing from the existing research literature, it is hypothesized that immigrants will have lower 
levels of substance use than their native born counterparts, however, those that do use will show 
more acute/problematic consumption profile and have higher levels of dual diagnosis. 
 




This study was part of the ARACAT project, a multicenter, cross-sectional study, carried out in 
primary care settings in two Spanish regions (Catalonia and Aragon). The health census (registered 
access to the public health system) of the immigrant population in both regions was used to calculate 
the sample size. At every primary health center, the immigrant population that fulfilled inclusion 
criteria was invited to participate until the required number stratified by ethnic, gender and age 




In addition to sociodemographic information, alcohol and drug use and comorbidities were recorded 
using the Spanish version 19 of the Mini-International Neuropsychiatric Interview, MINI 20. For this 
study, the variables of alcohol and drug use, abuse and dependence were used. Somatic presentations 
were assessed with the somatic symptom section of the Standardized Polyvalent Psychiatric 
Interview, SPPI 21. Comorbidity was determined using any DSM-IV diagnosis as measured by the 
MINI or SPPI excluding drug and alcohol abuse and dependence. All the instruments have been 
validated in Spanish, English and French, the languages used in the interviews. If patients did not 
understand any of these languages the interview was not conducted. 
 
The interviews were carried out by master’s level psychologists and physicians, who were trained to 
use the MINI and the other instruments, during the period from January 2007 to December 2008. 
 
All patients provided informed consent before inclusion in the study. This research followed Helsinki 
Convention norms and its later amendments as well as the World Psychiatric Association Madrid 
Declaration on Ethical Standards for Psychiatric Practice. The study was approved by the Clinical 




Qualitative sociodemographic and substance use, abuse and dependence variables were dichotomized 
and differences across native born and immigrant groups were analyzed using odds ratio and chi-
square tests. Only income, a quantitative variable, was analyzed using a student-t test. Variables 
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found to be bivariately associated with ethnic group or  diagnosis of abuse or dependence were 
included in multivariate forward stepwise logistic regressions aiming to identify variables associated 
with substance or alcohol use, abuse and dependence. For these analyses region of origin was coded 
using dummy variables (dichotomously for each origin). Statistical analyses were conducted using 




From an initial pool of 3766 screened patients, 3006 met inclusion criteria (80% response rate) and 
agreed to participate in the study. Only 9 participants did not provide information about substance 
use and therefore were excluded from the present study. 
 
Socio-demographic characteristics of the sample are summarized in Table 1. There were differences 
in all sociodemographic variables (except for sex and age which were controlled). A more detailed 
account of sociodemographic characteristics of the sample can be seen elsewhere 18. 
 









 M SD M SD  t p 
Age* 32.5 9.3 32.5 9.4 -- -- -- 
Income**                               2.0 .5 2.3 .6  11.019 <.0001 
 N % N % OR 95% CI p 
Gender (% female) 920 61.3 919 61.3 -- -- -- 
Living in rural area (%) *** 34 2.3 62 4.1 .538 .352-.823 <.005 
Marital status                             
(% with couple) 
             
815 
                 
55.1 
                 
669 
                  
44.9 
              
1.508 
              
1.305-1.742 
                
<.0001 
Education                                 
(% (at least secondary) 
                
1021 
                     
68.8 
                
1109 
                    
74.6 
                  
.750 
                
.639-.880 
                
<.0001 
Housing                                    
(% (home owner/renter) 
                 
913 
                 
61.4 
                    
1345 
                    
91.4 
                  
.150 
                
.122-.185 
                
<.0001 
Employment                             
(% active) 
                  
1079 
                    
72.2 
                  
1219 
                    
82.4 
                   
.555 
                 
.465-.661 
               
<.0001 
*Design-controlled variables ** Measured in increments of Spanish minimum wage, only for employed who gave 
information (n=1854, 796 immigrants, 1058 native born) *** Less than 10000 inhabitants. 
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Table 2 shows alcohol and psychoactive substance use, abuse and dependence for both groups. 
Significant differences are observed between immigrants and non-immigrants according to results of 
the MINI psychiatric interview for alcohol use and abuse but not for dependence. The rate of 
psychoactive drug use, abuse and dependence were statistically different between groups from 
different geographic regions of origin. 
 
Table 2. Drug and alcohol use, abuse, and dependence in immigrants and native born population. 
 Immigrants Native Born   
 Rate Dual* Rate Dual* Significance rate Significance dual 
 N % N % N % N % OR 95% 
CI 
p OR 95% CI p 
3 or more alcoholic 
drinks within 3 hour 
period on 3 or more 
occasions (12 
months) 






current (past 12 
months) 






current (past 12 
months) 





Take any drug more 
than once to get high, 
feel better,  or change 
mood (12 months) 







(past 12 months) 






current (past 12 
months) 





*Number and percent of patients with at least one other comorbid non-substance use related Axis I disorder. 
**Fisher’s exact test (performed due to empty cells). 
 
Table 3 describes the adjusted models of variables relevant to alcohol and psychoactive substance 
use in the immigrant and Spanish populations. Variables with less than five cases were excluded 
from these analyses (Eastern European, Sub-Saharan and Asiatic for alcohol dependence; North 
African, Eastern European, Sub-Saharan and Asiatic for alcohol abuse; Sub-Saharan for Drug use; 
drug abuse and dependence could only be analyzed using the Spaniard variable). As can be seen in 
the table, the most important mediators were geographic region of origin, marital status, education, 
gender, age and housing.  
Table 3. Adjusted models of alcohol and psychoactive drug use, dependence and abuse in immigrant 
and autochthonous populations 
 Variable OR 95% CI p 
Alcohol use      
 Native born 3.229 2.368- 4.404 .000 
 North African .538 .313- .924 .025 
Nagelkerke R square = 0.203 Sub-Saharan .413 .231- .737 .003 
 Latin-American 1.473 1.015- 2.136 .041 
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 Age (older) .973 .962- .985 .000 
 Female Sex .311 .257- .377 .000 
 Coupled .599 .489- .734 .000 
 Unemployed 1.291 1.009- 1.652 .042 
Alcohol dependence      
 Native born 4.460 1.881- 10.579 .001 
 North African 3.784 1.287- 11.124 .016 
Nagelkerke R square = 0.106 Latin-American 6.500 2.542- 16.620 .000 
 Female Sex .233 .144- .378 .000 
 Coupled .547 .343- .873 .011 
 Higher education .462 .294- .724 .001 
Alcohol abuse      
 Native born 4.498 2.436- 8.305 .000 
 Latin-American 5.143 2.511- 10.537 .000 
 Age (older) .950 .925- .975 .000 
Nagelkerke R square = 0.128 Female Sex .277 .183- .417 .000 
 Coupled .599 .378- .950 .029 
 Higher education .481 .319- .726 .000 
Drug use      
 Native born 7.419 5.059- 10.879 .000 
 Age (older) .965 .948- .982 .000 
Nagelkerke R square = 0.180 Female Sex .535 .410- .698 .000 
 Coupled .583 .429- .794 .001 
 Higher education .703 .522- .946 .020 
 Home owner/renter .521 .364- .746 .000 
 Unemployed 1.677 1.129- 2.490 .010 
Drug dependence      
 Native born 9.193 4.159- 20.320 .000 
Nagelkerke R square = 0.126 Age (older) .951 .922- .981 .001 
 Female Sex .538 .325- .891 .016 
 Higher education .402 .240- .674 .001 
Drug abuse      
 Native born 8.224 3.474- 19.469 .000 
Nagelkerke R square = 0.191 Age (older) .916 .879- .956 .000 
 Female Sex .545 .315- .943 .030 
 Physical illness 2.042 1.097- 3.801 .024 
 Coupled .385 .177- .834 .016 
 Higher education .405 .231- .712 .002 
Dual Diagnosis 
As can be seen in table 4, those immigrants who use drugs and alcohol show a higher rate of 
psychiatric comorbidity than does the native born population. This was only statistically significant 
for alcohol use, abuse and dependence, and not the case for other drugs, most likely due to the low 
number of immigrants who reported drug use. 
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Table 4. Presence of a psychiatric disorder between drug and alcohol use, abuse and dependence in 
immigrants and native born population. 
 Immigrants* Native 
Born* 
   
 N % N % OR 95% CI p 
3 or more alcoholic drinks within 3 hour period on 3 
or more occasions (12 m) 
72 36.4 113 22.8 1.937 1.335-2.769 <.0001 
Alcohol dependence current (past 12 months) 26 68.4 23 46.9 2.449 1.011-5.933 0.045 
Alcohol abuse, current (past 12 months) 23 59.0 27 36.5 2.502 1.131-5.538 0.022 
Take any drug more than once to get high, feel better,  
or change mood (12 m) 
24 53.7 94 40.7 1.666 0.877-3.165 0.117 
Nonalcohol dependence current (past 12 months) 6 75.0 29 49.2 3.103 0.579-
16.647 
0.170 
Nonalcohol abuse, current (past 12 months) 6 100 23 46.0 1.261 1.047-1.518 0.024** 
*Positive for a psychiatric disorder amongst those reporting alcohol and drug use, abuse or dependence 




Consistent with the study hypothesis and research carried out elsewhere, immigrants have lower 
levels of alcohol and drug use and abuse relative to native born Spaniards.  Alcohol use is 3 times 
higher in the native born group, as was to be expected, however, there was no difference in alcohol 
dependence, and alcohol abuse is twice as high in the native born group relative to the immigrant 
group. Self-reported drug use is five times higher in the native born group, with the difference being 
even higher for dependence and abuse. 
 
In general, being male, younger, single, and having fewer years of school education were risk factors 
for alcohol and drug use. More specifically, for both alcohol abuse and dependence, being from Latin 
America was a risk factor, and for alcohol use, being unemployed increased the odds. What is 
perhaps the most notable finding from the study is that those immigrants who do consume alcohol 
and drugs show elevated levels of impairment, both in terms of drug and alcohol dependence and 
abuse as well as psychiatric comorbidity. Of the 506 native born Spaniards who were identified as 
users, 10% showed dependence and 15% showed abuse. On the other hand, of the 200 immigrants 
who were identified as drinkers, 20% showed both dependence and abuse. It may be the case that 
stigmatization means that those who use and abuse drugs and alcohol end up marginalized22, either 
due to community rejection or self-isolation related to shame. This marginalization, in turn, could 
contribute to more risky behavior 23 and more problematic drug use 24. 
 
Dual diagnosis was expected to be higher in the immigrant population, however no overall 
differences were found with comorbid alcohol use and dependence between the two groups. There 
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are higher levels of comorbid mental disorder in the immigrant drug and alcohol using population, 
differences that do not reach significance for drug use and dependence; (due to the low number of 
immigrants with self-reported drug dependence (6)). Consistent with previous studies carried out in 
the United States (e.g. Smith et al. 16), it may well be that those immigrants who are exposed to 
higher levels of stress and/or have fewer resources with which to confront their difficulties are more 
prone to both substance use as well as other mental health problems. 
 
The stigma may also be related to the study findings themselves. For both alcohol but especially 
illegal drugs, immigrants reported very little use. It may be the case that they understated their “real” 
levels of use, particularly of drugs, given the extant stigma associated with drugs in their community. 
Relatedly, it is possible that immigrants underreport their drug and alcohol use to fears of deportation 
25. Conversely, it may simply be that those who were attending their primary care physician were 
precisely that population that are under care and as such not those who are at risk for drug use, that 
is, it may be that this particular population, for its specific characteristics—voluntarily attending a 
visit with their family doctor and agreeing to participate in the study—may simply have lower rates 
of use. What does appear to be noteworthy is that immigrants with alcohol and substance use and 
abuse, although not necessarily high in number, represent a particularly vulnerable population who 
may well require specialized services given the complexity of their situation. 
 
Adequate response to the treatment needs of migrant patients in both primary care and drug treatment 
centers requires an understanding of the overall problematic. What this study clearly indicates is that 
although the overall number of immigrants with drug and alcohol related problems may be low 
relative to the native born population, those who do consume are more likely to do so 
problematically or have a co-existing mental disorder. We also see that all immigrant groups are not 
the same, to the extent that the odds ratio for alcohol abuse is higher in the Latin American 
immigrant population relative to the native born population, even if overall alcohol use is lower. 
Being in a stable relationship, with higher education, adequate housing, and employment all combine 
to lower the risk of drug and alcohol use related problems. Taken together, it may well be the case 
that for the most part the “immigrant health paradox” functions such that immigrants in general are 
protected from drug and alcohol use and dependence. Those immigrants, however, who lack the 
resources to manage the stress related to the migratory experience and those who are more 
vulnerable, be it for psychological or neurological reasons, to substance abuse are precisely those 
who will end up with more serious drug and alcohol use problems. 
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Limitations: As noted elsewhere 18, we have no way of ascertaining the validity of the instruments 
used in this study. We do not know, for example, if the participants, particularly those whose mother 
tongue is not Spanish, fully understood the questions, nor if the interviewer fully understood the 
response. Because this study relied on self-report it is unclear the degree to which the results are 
accurate or indeed are under-reported due to stigma and social desirability.  Finally, that this study 
was carried out in primary care may have conditioned both the immigrant and native born sample; 
patients may have been reluctant to acknowledge drug and/or alcohol problems out of concern for the 
possible reaction of their physician, and it may be the case that a certain sub-group of drug and 
alcohol users do not make use of primary care services. 
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